First Rank Symptoms (FRS) were first defined by Schneider as diagnostic of schizophrenia. Since then, there has been an immense debate on their diagnostic and prognostic utility. This review attempts to understand the concepts of FRS as depicted over the years and the diagnostic and prognostic implications of FRS in mental illnesses including schizophrenia. Review of relevant material showed that there are wide variations in the concepts of FRS which may be classified according to broad and narrow definitions. These variations have also led to the differences in the diagnostic systems currently being used. Although the diagnostic utility of FRS in schizophrenia remains, it is not clearly so with other mental illnesses in which these symptoms may also be observed. In addition there is controversy over the prognostic implications with evidence divided between poor and no influence on outcome.
Introduction
Eliciting first rank symptoms (FRS), giving rise to the diagnoses of schizophrenia and related illnesses, forms part of the clinical assessment process. Although the concept of FRS is evolving these symptoms are widely used in several diagnostic criteria for schizophrenia, having initially been proposed by Schneider (1959) . 1 They have been the subject of much debate with a focus on the role they have played in diagnostic systems and on their psychopathological and prognostic importance. Further, the first rank symptoms of Schneider have come under considerable criticism in recent times, especially regarding their reliability and specificity for the diagnosis of schizophrenia. Even if FRS were shown to have acceptable specificity for a diagnosis of schizophrenia, the question remains as to whether they occur with sufficient frequency in a given disorder to be diagnostically useful. 2 This review, whilst not necessarily comprehensive, attempts to understand the concepts of FRS as described over the years as well as the diagnostic and prognostic implications of FRS in mental illnesses including schizophrenia.
Concept of FRS
It has been suggested that instead of being clear cut symptoms, FRS lie along a continuum which can be arranged as first rank and first rank -like symptoms according to phenomenological principles. 3 As various authors have defined FRS differently, each FRS could be viewed as a continuum between a narrow and wide definition. Hence using the narrow definition of FRS would produce greater specificity of schizophrenia and a wider definition a greater sensitivity. These definitions have mainly been drawn from Mellor 4 
Comparative nosology
In ICD-9 9 , although the terms used were not similar to FRS, the phenomena described were similar and amounted to six FRS being mentioned: thought broadcasting, thought withdrawal, thought insertion, made acts, voices commenting and voices discussing. In ICD-10 10 , FRS prominently appears in criterion A-C, and the number increases to eight with somatic passivity and delusional perception appearing in criterion B. In DSM III 11 and DSM IV TR 12 , there are no symptoms unique to schizophrenia, although it emphasizes the importance of bizarre delusion and FRS (criterion A). However in both DSM editions, the degree to which the FRS delusion and bizarre delusion define different phenomena remains unclear. In the DSM-III-R 13 , a bizarre delusion is defined as "involving a phenomenon that the person's culture would regard as totally implausible, e.g., thought broadcasting and being controlled by a dead person". Both of these examples are arguably similar to FRS, thus creating a certain amount of confusion regarding the extent to which bizarre delusions and FRS delusions can be overlapping concepts. However, in the text accompanying the DSM-IV 14 , bizarre delusions are defined as "clearly implausible, not understandable and not derived from ordinary life experiences."
Diagnostic utility
First rank symptoms, intended only for pragmatic diagnostic use, take precedence over 2nd rank symptoms for diagnostic reasons. 2nd rank symptoms and expressive phenomena may often justify the diagnosis of schizophrenia by virtue of their combination and accumulation 15 but they do not have the same diagnostic power as FRS. The prevalence of FRS in schizophrenia has however differed in various studies and cultural contexts from 25.4% to 88% (Table I) . However, FRS have been observed in mental disorders other than schizophrenia, and even in the normal population. Many studies have been conducted to show the prevalence of first rank symptoms in patients other than schizophrenia (Table II) . Although the numbers have varied from 1% to 32%, the prevalence of FRS in non-schizophrenic patients is significantly less than seen in schizophrenia patients. FRS have been observed in multiple personality disorder (MPD). [16] [17] [18] MPD has been differentiated from eating disorder, panic disorder and complex partial seizures using FRS. 18 In fact Ross and colleagues 18 believe that the greater the number of first rank symptoms reported, the more likely is the diagnosis of multiple personality disorder and the less likely that of schizophrenia. Recently, Conus et al 19 have shown that the presence of first rank symptoms at baseline are significantly associated with earlier onset of psychosis as well as increased severity of negative symptoms and poorer 26 Interview 88 35 O'Grady, 1990 8 Interview 99 73 Tanenberg-Karant et al, 1995 40 Interview 94 72 psychosocial functioning after 12 months. In addition, 7% of patients with organic mental disorders have been noted to have first rank symptoms compared with 47% of schizophrenia patients. 20 However, Marneros 20 believes that the frequency of first rank symptoms depends on the state of consciousness and on the etiology of the organic mental disorder. There are a number of neurological illnesses, which are associated with psychiatric presentations in the absence of clouding of consciousness such as head trauma, encephalitis, psychosis associated with Huntington's disorder, multiple sclerosis and various inter-ictal manifestations of epilepsy. 21
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Prognostic and diagnostic implications of FRS
The prognostic implications of FRS remain equivocal. Some maintain that FRS is associated with poor prognosis [22] [23] [24] , while others argue that FRS have no prognostic implications. [25] [26] [27] In non-schizophrenic mental illnesses, the presence of FRS has again been controversial in being associated with outcomes that are both positive 19, 28 and negative. 29 The diagnostic implications of FRS are however influenced to a large extent by the cross-cultural variation of prevalence of first rank symptoms among schizophrenia patients and patients other than schizophrenia. Carpenter and Strauss 30 confirmed the wide variability across nine countries showing an overall prevalence of 57%, with findings from London and Taipei reporting highs of 76% and 79% respectively, whereas findings Moscow and Washington reported lower rates of 31% and 20% of patients respectively.
It has been observed that a higher prevalence of cultural and sub cultural beliefs among ethnic minorities may contribute towards low prevalence but that a true reduction also appears to be present. 31 Unfortunately, fair comparisons between different prevalence studies of Schneider's first rank symptom are difficult for several reasons. The primary problem appears to be that of definitions used with clinicians and researchers tending to vary from the original definitions used by Schneider. 3 This may partly be due to Kurt Schneider's original writings being in the German language and the quality of first rank symptoms being lost in the translations. Further, Schneider in his original writings did not define each of the first rank symptoms. The uses of varying clinical definitions therefore contribute to variations in the prevalence. Another difficulty in comparing studies relates to variations in methodology. The Present State Examination (PSE) 6 , which reliably elicits only severe first rank symptoms, was used during the International Pilot Study of Schizophrenia (IPSS)* while Mellor 4 used strictly defined clinical criteria. Further, the phenomenology of schizophrenic subtypes seems to vary with a higher prevalence of catatonic schizophrenia more prevalent in South East Asia when compared to the West, in the IPSS (India: 44% vs. UK: 4%). Other studies have also made similar observations. 32 
Conclusion
Studies of FRS are still important and relevant since FRS are considered to be more objective and easier for clinicians to recognize as opposed to for example the more non-specific negative symptoms. Schneiderian first-rank symptoms are important as a psychopathological construct though their importance in diagnosing schizophrenia has somewhat lessened due to their prevalence in various other conditions. However, according to the current nosology, their presence is a strong indicator for a diagnosis of schizophrenia if other causes can be excluded. Future studies need to look at developing neurobiological models of FRS in order to map and delineate boundaries so as to improve the understanding of the prognostic and diagnostic implications of individual FRS.
